Objective: To review the evolution of health promotion for STD prevention. Main observations: Information and education programmes were provided at the beginning of the 20th century to warn the public about the dangers of venereal infection and to support the medical model of case identification and case management under the care of qualified physicians. The public health approach offered advice about chemical, chemotherapeutic, and barrier prophylaxis, but avoided the issue of social prophylaxis. With the failure of antimicrobial agents to eradicate syphilis in the 1960s, rapid increases of viral sexually transmitted diseases (STDs) and resistant strains of gonorrhoea in the 1970s, and the discovery of AIDS in the 1 980s, alternatives to the traditional public health approach were sought and supported with a modest increase of resources. Three major innovations have been introduced to STD prevention as a result: social marketing, community involvement, and behaviour change programmes based on social and psychological concepts and theoretical models. Conclusions: Health promotion for STD prevention in the future will be characterised by careful assessments of the social and behavioural determinants of sexual risk taking, development and implementation of targeted interventions designed to reduce risk taking, and evaluation of social and behavioural interventions for improvements in STD prevention. (Genitourin Med 1997;73:88-94) 
Introduction
Health education refers to the process of providing accurate information about the course of biomedical conditions, risk factors, people at increased risk, prudent preventive actions, available services and therapies, and possible outcomes of untreated conditions (complications and sequelae).' Health promotion refers to a comprehensive, practical, and flexible approach to changing behaviours associated with disease acquisition and transmission.2 Health promotion includes health education and much more.3 It requires a major commitment of resources to: (1) define and assess a health problem; (2) plan a systematic approach to understanding and addressing the determinants of a problem; (3) develop and test viable interventions; (4) implement appropriate programmes and activities for various target populations; (5) evaluate effectiveness, benefits, and costs; and (6) revise programme strategies based on research and evaluation data to improve outcomes for susceptible populations. 4 Programmes for the prevention and control of syphilis, gonorrhoea, and other sexually transmitted diseases (STDs) have included a health education component since they were first devised early in the 20th century,5 but it has only been in the past decade that public health officials have recognised a need for health promotion. This report reviews health education to promote social, chemical, chemotherapeutic, and barrier prophylaxis, and recent attempts to influence behaviours through social marketing, community level interventions, and theoretically guided intrapersonal and interpersonal health promotion.
approaches to
Venereal disease control Basic biomedical breakthroughs at the beginning of the 20th century led to the establishment of venereal disease (VD) control programmes during the first world war. 6 To be successful, a comprehensive plan must be established and specific strategies must be tested that combine the four major variables in an appropriate "marketing mix" (fig 2) . The product must be appealing to consumers (and potential consumers); it must be placed in a position where it is frequently noticed and easily accessible; perceived rewards for use must exceed costs (psychological as well as financial); and the image portrayed must excite the interest of users and potential users. 27 The social marketing framework contains another critical concept that must be carefully considered in health promotion: audience segmentation. 28 Evaluations of these national AIDS information campaigns showed that they succeeded in increasing awareness of AIDS and raising concerns about transmission, but additional problems arose as a result of these well intentioned efforts.37 Images of a scythe carrying skeleton who bowled over helpless humans like wooden pins in an underworld bowling alley created unnecessary fears and anxieties among the worried well, sent many low risk people into clinics for counselling and HIV antibody testing, and increased stigmatisation of minorities and discrimination against those suspected or known to be infected with HIV.'6 As a consequence of these adverse reactions to public service announcements and related materials, national programmes began to alter their approaches to health education for STD prevention by integrating-as the Swiss had done-national information campaigns with local efforts to carry out effective interventions in diverse communities. 38 Social marketing principles and practices have steered HIV prevention efforts in the developing countries of Africa, Asia, the Caribbean, and Latin America.39 A recent example comes from Tanzania where a "fleet of hope" campaign was developed to use symbols, group dynamics, and institutional collaboration among non-governmental and religious organisations to offer young people three options: abstinence, fidelity, and condom use. 40 The idea was to approach the problem of AIDS prevention indirectly through images of a population threatened by a rising tide of HIV infection. Escape from danger was offered by climbing aboard a boat containing other people who had chosen one of the three available options. Effectiveness of a resource package designed to support the campaign was evaluated through surveys and focus groups.
Feedback from potential consumers indicated that "the three boats were full of holes." Additions and adjustments to the campaign had to be made before full scale implementation. By conducting market research, pretesting and revising materials, developing implementation plans and plans for continuous evaluation, the Tanzania AIDS project has managed to avoid many of the pitfalls that have befallen so many educational campaigns conducted elsewhere.
COMMUNITY INVOLVEMENT
Communities might be the best unit of analysis for STD prevention programmes because communities are composed of individuals, couples, families, and social networks through which infectious agents might be transmitted.4' Communities can be identified by spatial boundaries as neighbourhoods, villages, or inner city areas often are. They also can be identified by ascribed or achieved characteristics such as "African American," "gay," or "persons living with HIV/AIDS." One of the most important trends in health promotion is the inclusion of communities most affected by the HIV epidemic and community representatives in the planning, conduct, and evaluation of STD prevention activities.
Efforts to intervene in and with communities are potentially more powerful in bringing about change than traditional educational strategies that send messages out through mass communication channels or distribute them one at a time as is done over telephone hotlines or in confidential counselling ses- 42 sions. Social norms govern human behaviour and communities establish, maintain, and enforce the rules for interpersonal conduct. When communities mobilise to understand, address, and solve a problem, they can be highly effective, as has been witnessed in the San Francisco "Stop AIDS" project and the Swiss "hot rubber" campaign.
Communities were the unit of analysis in the "AIDS Community Demonstration Projects" (ACDP) sponsored by the US CDC and carried out by five municipal health departments, social and behavioural scientists, community representatives, and peer educators. 4 There was a time when most people believed that sexual behaviour was driven by "raging hormones" and biological forces that could not be altered by social or behavioural interventions. Unfortunately, many influential people involved in VD control thought that "social prophylaxis" was not the business of public health. As a consequence, narrowly defined medical solutions to syphilis and other VD problems were sought. The medical model of massive screening and selective testing to identify cases, treatment with antimicrobial agents and case management under the care of qualified clinicians, and case finding through contact tracing prevailed as the dominant public health strategy for VD control in many places throughout the 20th century.58
In spite of intensive efforts, medical solutions for the problem of syphilis failed in the 1960s. Gonorrhoea, chlamydia, and other STDs caused by viruses (such as genital herpes, genital warts, and hepatitis B) emerged as major public health problems in the 1970s. Yet when AIDS was discovered in the 1980s, traditional methods of controlling bacterial STDs were proposed as the solution: screening, testing, counselling in clinical settings, referral for case management, and partner notification. No treatment or vaccine was readily available, medical approaches soon appeared to be insufficient to stop the spread of the AIDS virus, and programmes for behaviour change began to gather tepid support.59
As it became increasingly apparent that "medical miracles" would not solve the AIDS pandemic, more solid support for health promotion produced more effective and more extensive programmes for behaviour change. For example, the ACDP benefited greatly from the collaboration of local health officials, community representatives, and social and behavioural scientists who had been working on related problems in promoting health and preventing disease. These social and behavioural scientists brought with them the theoretical models they had been developing, testing, and refining (through induction and deduction) to address the problem of AIDS. Theoretical models such as the health belief model,60 the theory of reasoned action,6' social cognition 62 theory, and the transtheoretical model ("stages of change")6' were applied to the problem of STD prevention on a scale that was unimaginable before the AIDS pandemic. Although earlier efforts to understand sexual risk taking64 and evaluate prevention measures through condom promotion65 had tried to use social and behavioural theories, these efforts received minimal support.
Theoretically guided strategies for STD prevention and the promotion of sexual health are now the rule and not the exception. Evidence for the effectiveness of social and behavioural interventions in changing sexual, prophylactic, drug using, and other behaviours is just beginning to be reported,66 but it is coming in.67 Examples can be offered in many settings, including small group sessions where information is provided to people at risk, motivation is stimulated, and self protection skills are taught, practised, and learnt. 68 Project ARIES69 was developed in the late 1980s for MSM in Jackson, Mississippi, a city far from the coastal ports and urban AIDS epicentres of New York and San Francisco. The intervention proposed for MSM in this environment was a series of 12 workshops where participants would: (1) review the facts about HIV disease, transmission, and prevention alternatives; (2) provide motivation for one another by assessing risks of infection and possible alternatives; (3) practise negotiating condom use and developing skills for using condoms in ways that would effectively prevent transmission and be satisfying to MSM; (4) from scientific discoveries of biological pathogens, diagnostic tests, and antimicrobial agents. These programmes were handicapped, however, by prohibitions regarding the scientific study of human sexuality and the use of behavioural interventions to address the social, psychological, and biological determinants of sexual risk taking. When AIDS programmes based on the traditional medical model failed to halt the spread of HIV, innovative programmes began to look at alternatives. Initial evaluations of social marketing, community level interventions, and facility based interventions grounded in theories of behaviour change show promise, but many challenges lie ahead. Ways of generating and allocating resources for the development, implementation, and maintenance of social and behavioural interventions must be found. Post modern medicine and the field of health promotion must continue to evolve in the 21st century with the rapid expansion and application of the social and behavioural sciences.
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